INTRODUCTION
Health care providers who practice in emergency departments, outpatient offices, nursing homes, and hospitals commonly evaluate older adults with evidence of physical injury. For many of these patients, the injury may be linked to elder abuse or neglect. This elder mistreatment occurs commonly, with as many as 10% of older adults experiencing some form of abuse each year. [1] [2] [3] However, the link between the injury and elder abuse is often not identified during the medical encounter. It may be weeks, months, or even years later that abuse is first suspected. An important challenge in the investigation and prosecution of these elder abuse cases is incomplete or inadequate documentation of injuries by the medical provider who initially assessed and treated them. In many cases, the quality of this documentation can significantly impact whether justice and protection can be achieved for a victimized older adult.
The importance of clinician documentation of injury-related findings in children for child abuse investigation is well-recognized, 4, 5 and research has shown that injury documentation in this population is often incomplete and inadequate. [5] [6] [7] [8] Reasons likely include clinicians' lack of training, time limitations, and the low immediate clinical significance of some injuries and physical findings. 9 Additionally, potentially valuable ancillary strategies to enhance documentation of injuries such as photography are currently underutilized, 9, 10 due to technical challenges and privacy concerns.
Tools to assist clinicians and improve and standardize documentation for future forensic investigation of child abuse and intimate partner violence have proven helpful in completely documenting injuries in children 11, 12 and younger adults. 13, 14 To our knowledge, similar tools do not yet exist for older adults.
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While the purpose of documentation tools for child abuse and intimate partner violence are to standardize, record, and formally report details of suspected abuse to law enforcement, several components may still be applicable for documenting any type of physical finding in older adult patients, whether abuse is suspected or not. Key components include the physical exam and body diagrams. The purpose of this study was to use insights from experts to inform the development of a universal tool to assist clinicians in appropriately and completely documenting physical findings in injured older adults for potential future forensic investigation of abuse or neglect and to assess the feasibility of incorporating this tool into clinical practice. This tool is intended to be used during medical encounters for all older adult patients that present with physical injury(ies) whether or not elder abuse is actually suspected.
METHODS
To achieve these aims, we conducted a two-phase exploratory, qualitative study. 
Development of Preliminary Draft of Tool Using Literature Review
Before conducting interviews with experts, the research team developed a preliminary draft version of the proposed documentation tool. The research team, which has deep and diverse experience in elder mistreatment, family medicine, emergency medicine, and geriatrics/gerontology, conducted a comprehensive, non-systematic literature review (through January 2016) to inform development. This preliminary version incorporated previous research 11, [16] [17] [18] [19] into a concise clinical document that included multi-view body diagrams. Review of existing clinical documentation tools for suspected child abuse and intimate partner violence was also an important piece that informed the development of the geriatric injury documentation tool. These tools typically involve structured forms to ensure complete and standardized documentation of the history and physical exam. We focused on the physical examination component of tools and noted several elements that were adapted and used for our initial design: instructions on how to optimally and completely describe various injuries, and use of a body diagram including close-ups of the face and genitalia to facilitate accurate injury location. The four-page tool (preliminary draft) consisted of a cover page (instructions, a table of common physical findings and important characteristics to document, and questions about mechanism and timeline of injury(ies) and who was present while history was reported) and three pages of body diagrams/traumagrams on which the health care provider may draw/provide details of findings (1. front and back full body, 2. transverse full body, and 3. multiple views of the head/face and neck (front, back, and sides), view of mouth, and view of male and female genitalia).
Phase 1: Key Informant Interviews to Inform Tool Development
We conducted key informant interviews via telephone with a purposive sample of elder abuse experts across the United States from multiple disciplines to inform development of the tool. We attempted to recruit participants with a wide range of medical and criminal justice experience and expertise, and potential participants were selected from the National Center on Elder Abuse (NCEA) coalition list. From June to September 2016, 15 elder abuse experts were identified and invited to participate as key informants. Eleven agreed to participate: six physicians (two geriatricians, three emergency medicine, one forensic pathologist) and five criminal justice representatives (two detectives, three prosecutors). The four individuals that did not participate were excluded because they either had changed jobs and new contact information was not available (n = 3) or had scheduling availability incompatible with interview facilitators (n = 1).
Interviews with each individual participant were conducted telephonically and were facilitated by two members of the researcher team: (1) a physician co-primary investigator (LM or TR) and (2) a postdoctoral researcher (ACK). Interviews were guided by a five-item semi-structured research protocol (see Appendix A) that was developed by the study team and tested for content and face validity by two geriatricians (LM and DH) and an emergency medicine physician (TR) with extensive clinical and research experience in elder mistreatment. The research protocol followed an inductive approach-seeing how individual observations turn into patterns, then broader themes-to elicit experts' input on the content and format of crucial items to include in a clinical tool to document physical findings in older adult patients. Participants were not given the questions prior to their interview. They were, however, electronically given a draft documentation tool at the end of the interview and specifically asked to provide feedback on the tool (final interview question). Participants received an informed consent document prior to the interview, and verbal consent was obtained at the beginning of each interview. Interviews were audio-recorded and transcribed verbatim. Data saturation was achieved after seven interviews. Four additional interviews were conducted for thoroughness and equal representation across the targeted medical and law enforcement fields.
Analysis
Transcripts from each of the 11 interviews were analyzed using a grounded theory approach 20, 21 to identify and code themes that arose from the data. Three researchers (ACK, AN,
and KC) open coded the transcripts by noting ideas and relationships between concepts and categories and identified initial themes. Next, working independently, they identified key phrases and passages that expressed distinct themes-ideas, descriptions, narratives, attitudes, beliefs, and values-and generated preliminary code lists. 22 After the initial cycle of open coding, 23 the authors held a consensus meeting and were able to discuss, sort, and refine the coding scheme, collapsing codes with similar meanings into distinct codes and sub-codes. The authors jointly reviewed the revised codes, and then all three independently recoded the transcripts using these new codes. The researchers then came together again to reconcile remaining coding differences to achieve greater than 90% consensus.
Based on this analysis of the feedback obtained in the key informant interviews, the study team revised the documentation tool during several team meetings and follow-up email conversations. This new, second draft (preliminary draft-revised) was used in the focus group study feasibility assessment phase.
Phase 2: Focus Groups
Two focus groups were held in September-October 2016 at an emergency medicine site in New York, NY, and a primary care site in Los Angeles, CA. The focus groups took place during a regularly-scheduled clinical team meeting at each site. Focus groups were facilitated by study personnel (NY: ACK and TR; CA: DH and ACK), verbal consent was obtained, and participants filled out a brief demographic questionnaire at the beginning of the focus group. Discussions were guided by a three-item semi-structured research protocol that was developed by the study team and tested for content and face validity by validity by a geriatrician geriatrician (LM) and an emergency medicine (TR) physician on the study team who each have extensive clinical and research experience in elder mistreatment. The research protocol followed an inductive approach to elicit clinicians' input on the feasibility of incorporating the documentation tool into their regular clinical practice for all older adult patients-regardless of whether elder abuse is suspected or not-as well as suggestions to improve its content and clarity. Participants were not given the questions prior to their interview, but were each given a draft documentation tool (preliminary draft-revised) to review during the focus group and a brief demographics questionnaire. Both focus groups were audio-recorded and transcribed verbatim.
Descriptive statistics were used to describe the sample of focus group participants using SPSS version 22. The transcripts were analyzed using grounded theory with the same team members and an identical approach to that described above for examination of key informant interviews. Based on the results of these focus groups, the research team made additional revisions and finalized the documentation tool during several meetings and follow-up e-mail conversations. Lastly, the final draft was vetted by focus group participants at both the emergency medicine and and primary care sites.
RESULTS

Key Informant Interviews
From June to September 2016, 11 elder abuse experts from across the United States participated in key informant interviews, each lasting between 21 and 57 min. Qualitative analysis of interview transcripts led to identification of three broad, independent themes with subthemes: (1) current documentation practices, (2) the draft documentation guide, and (3) practical challenges. All experts agreed that medical providers' documentation of geriatric injuries is usually inadequate for purposes of investigating alleged elder abuse/neglect and that developing a tool would be valuable. They highlighted several elements critical for forensic investigation that should be included: initial appearance before treatment is initiated, complete head-to-toe evaluation, documentation of all injuries (even minor ones), and documentation of pertinent negatives. Respondents also validated the inclusion of elements in the original draft such as the types of characteristics to document and the types of injuries. Suggested additions included petechiae and pressure sores/ injuries as important and distinct types of injuries that should be added to the tool. Several experts also noted the value of photographs to supplement written documentation. Informants identified practical challenges to utilizing a tool for providers, including the burden of additional or parallel documentation in a busy clinical setting and how to integrate it into existing electronic medical records. Respondents from law enforcement discussed the idea that the value the geriatric injury documentation tool would add to a patient's medical encounter and record would far outweigh any time and administrative burden it might impose. Further details of qualitative findings are shown in Table 1 .
Focus Groups
During the end of September-early October 2016, two focus groups were held with emergency medicine (n = 10) and primary care (n = 8) providers in New York and Los Angeles, respectively (demographic characteristics of participants are shown in Table 2 ). Focus groups lasted between 37 and 45 min. Qualitative analysis of focus group transcripts led to identification of four broad, independent themes with subthemes: (1) tool edits, (2) utility, (3) multidisciplinary collaboration, and (4) challenges with incorporation into usual practice. Participants in both groups liked the tool and suggested several minor edits that pertained to formatting (e.g., item order and fitting the tool onto one front-and-back sheet of paper) and content (e.g., adding an item about whether alcohol or illicit drugs were involved). The body diagrams were perceived as especially helpful, and participants appreciated their inclusion. All agreed that the tool would potentially be useful to increase providers' completeness, detail, and accuracy in written documentation. Participants reported that, after discussion of the tool, they planned to review and change their own documentation practices. In both groups, there were robust discussions about incorporating the documentation tool into electronic medical records (EMRs). Several participants emphasized that this was critical, as it was the ideal format for integrating the tool into routine practice. Participants reported concern about the time involved in using the documentation tool for all older adult patients due to high patient volume, high number of physical findings on older adult patients, and uncertainty over injury versus non-injury physical findings. They acknowledged that some of these challenges could be mediated by including the documentation tool in the EMR.
Opinions were mixed about whether other disciplines, such as nursing and social work, should be tasked with completing the BOur emergency department and health system uses the EPIC electronic coding system and that has a system already where you can download an app on any smartphone that securely connects you to the Epic chart and it [photos] will go right into the patient's chart...I would say that the majority of people either have that capability or there is someone on shift with them and they are like, 'Can I borrow your phone'...^E mergency medicine physician documentation tool as a way to reduce burden on the physician and save time. Additionally, focus group participants discussed the potential value of photography to supplement a written note; however, some acknowledged the methodological considerations and privacy challenges clinicians currently face. Further details of qualitative findings are shown in Table 3 .
DISCUSSION
This study aimed to use insights from experts and frontline clinicians to inform the development of a tool to assist clinicians in appropriately and completely documenting physical findings in all injured older adults for potential future forensic investigation of abuse or neglect as well as the feasibility of implementing such a tool. To our knowledge, no other such tools exist, and, in designing this tool, our study is the first to explore expert perspectives on clinical documentation of physical injuries and wounds in older adult patients. The final version of the tool is available as Appendix B. We have named it Geri-IDT (Geriatric Injury Documentation Tool).
Our findings confirm the inadequacy of current clinical documentation for older adult patients for forensic purposes and the potential utility of a tool to guide and standardize it. Experts have identified critical elements to include and, in accordance with previous research, 24 highlighted the value of photography. 11 Not surprisingly, elements highlighted by our proposed tool are also found in existing, standardized tools for documenting child abuse and intimate partner violence that are already widely used in medical settings across the United States. Critical elements reported by our participants and found in existing documentation forms for child abuse and intimate partner violence include gathering history of the assault/injury/physical finding from both the victim and family separately, focus on the mechanism of injury, detailed description of exam findings, and use of a body diagram to depict findings as well as a recommendation to take photographs when possible. 11 Participants also suggested several elements for the draft tool that were not included in the final version. These elements included documentation of the patient's level of cognition during the medical encounter, patient's emotional status, and purposeful documentation (i.e., physician editorialization in the EMR written note). Each of these suggestions was not included in the final Geri-IDT because they fall beyond the scope of the tool which focuses on physical injuries. However, these elements are very important details that may be better suited to be documented in the Assessment and Plan section of the EMR as opposed to the Physical Exam where the Geri-IDT would likely reside. Current practice for documenting all types of unequivocally suspected abuse cases (child, intimate partner, and elder) already finds physicians editorializing in the Assessment and Plan 25 in addition to filing a formal report. Therefore, it may be beneficial to provide additional training for clinicians to be mindful about presentations, injuries, and patterns 25 so that they may expound on documented findings from the physical exam in the Assessment and Plan when applicable. The potential value of improved geriatric injury documentation is enhanced by emerging research suggesting that important clinical differences may exist between abuserelated injuries and those that occur unintentionally. [26] [27] [28] [29] [30] [31] Therefore, good documentation for geriatric injuries may not only impact whether justice and protection can be achieved for a victimized older adult, but it can also enhance medical care and help to protect caregivers from unfounded suspicion. Further research is warranted in this area; however, in the field of geriatric medicine where patients often have physical findings on their skin (i.e., bruising and discoloration related to medications), it seems more important to err on the side of documenting everything rather than nothing. A comprehensive document such as the Geri-IDT can serve as a model for appropriate documentation for physical injuries in older adult patients and highlight the value of standardizing how findings are documented for all patients. Further testing of the Geri-IDT is needed to examine its impact on care quality and improved documentation. The idea that photography can bring added value to clinical documentation of physical findings in older adult patients was also discussed as it relates to supplementing written documentation. However, previous research has identified several challenges with medical BThis 'presence of tenderness': so I think while all this other stuff here is good, I would like to put that one on top …. The things we are less likely to do as clinicians should probably go higher on the list.^E D 207 B…I do not see any questions in terms of documentation about the use of alcohol or substances…This is very important.^E D 2. Utility 102 BI think it's nice in that it kind of prompts you to be thorough and not miss things and then allow you to, like, easily document, you know, the nature of it, and…to track it over time. Even if it's a new patient, it kind of forces you to think about this stuff that maybe you would have missed otherwise. So to me it's kind of a nice guide.^P C 201 BI think this is definitely something I would use. I think the, having the diagrams is really helpful because I think part of our… challenge is always accurately and succinctly enough describing the location of the injury and exactly where it is, and also potentially, how it looks especially if...it does not follow an exactly spherical pattern or whatnot. So I think this is really helpful in terms of having the free writing and the free drawing capabilities.^E BIf the purpose is to capture as much details about as many patients as possible, it's going to be very, very helpful. If the objective is to make sure you do not miss anybody and that everyone is documenting exactly the same fashion, it's going to present several problems; depending on how busy the emergency department is...I think the details, the characteristics to document are so detailed that if you can capture all of these things when they are relevant, that would be great...It's better than freestyle because freestyle is they document whatever the hell comes into their head, which is never going to be the same. And I think the success of this will depend on how few injuries there are.^E D photography, particularly when using personal mobile devices such as smart phones and tablets, including privacy concerns, 32, 33 safe storage, 32, 34, 35 and photo quality (e.g., methods for taking photos, location clearly depicted, size/ scale clearly portrayed). 9, 35 Although research in this area is currently bourgeoning, much of this work has focused on the use of personal mobile devices for telemedicine (triage, consultation, and diagnosis) [36] [37] [38] and remote wound monitoring. 39, 40 Less work is focused on using photography to increase accuracy and detail of documentation of physical findings, though this has been recognized in the field of dermatology. 41 Continued work in this area will be valuable to inform how photography using mobile devices can be effectively incorporated into medical encounters and contribute to improved medical documentation.
Participants also highlighted several practical challenges for clinicians incorporating a paper-based documentation tool into existing workflow in busy clinical settings including time pressures and additional or parallel documentation. A potential solution is to integrate the tool into the EMRs that are being used by an increasing number of health care providers. This would make it easier for providers to document information recommended by the tool, and prompt them to add anything that was missed. Additionally, many EMRs now include electronic versions of body diagrams that may be easily used to improve detail and accuracy for physical findings. Thus, incorporating this tool into EMRs is an important future step to ensure its use for all older adult patients. Though challenging given the diversity of existing EMRs, 42 a reasonable approach would focus initially on those with the largest penetration. Additional testing would be necessary, of course, to optimize the Geri-IDT format for integration into various EMRs.
Next steps in Geri-IDT development involve pilot testing the paper documentation tool in primary care and emergency medicine settings and measuring key factors related to the tool's implementation, usability, acceptability, and impact on medical documentation as well as exploring potential integration into EMRs.
Limitations
This qualitative study has several limitations. We relied on a small purposive sample of experts working in the area of elder mistreatment, and although a great effort was made to recruit participants from across the country, results may not be generalizable beyond our sample. In this study, we approached poor physician documentation as a medical-legal issue and only included professional from these fields. However, not including the perspectives of social workers, geropsychologists, and adult protective service (APS) workers, among others, may limit study findings. Additionally, purposive recruitment of eligible subjects may have resulted in a study sample that could have been positively biased toward the importance of developing a clinical tool to document physical findings in older adult patients. While we recognize that a positive bias for documentation, even in the absence of suspected abuse, may introduce various burdens on clinicians, we believe that the time required to complete the Geri-IDT is time well spent. In the field of elder mistreatment where the link between injury and abuse often takes weeks, months, or even years to identify, complete documentation and a paper trail are invaluable.
Practice Implications
Using child abuse and intimate partner violence as a paradigm, creating and implementing a tool to document physical findings in older adult patients has the potential to improve clinical documentation and medical care for this patient population. Additionally, utilizing a simple tool for documentation will be helpful in any circumstance, whether related to abuse or not. Good documentation is as important for avoiding unwarranted accusations as it is for identification of suspected abuse. In a field that has been plagued by poor and inadequate documentation, any additional burden and time commitment associated with incorporating the Geri-ITD into medical encounters with older adult patients may be outweighed by the potential value it brings. We have developed the Geri-IDT using a literature review and a rigorous two-phase qualitative approach. We are currently working to test its acceptance and impact and to consider how to optimally incorporate it into EMRs.
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